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A recertificati n survey was condueted from = kg
February 5, 2 108 through February &, 2008, The — »gg
survey was Ir zited using the fundamental survey o gr‘"?
process. A rrnclom sampie of three clients was o g;of"ri
Selected from: a ciient population of fiva males A Emﬁ n
with varfous d sabllides. The findings of the )ggc S
Survey were | ased on observations, internviews T A,
with one cllen |, staff in the hame and three day ¢ gmf
programs, as vell a3 & review of client recards, - Sry
administretive records, and incident reports. o @
investigation | 2ports ware also reviewad. ,
W 120 483 .41 D{d)(3, SERVICES PROVIDED WITH Wizo .
ensure|thar the BSP is implcmentad as writ m, and
The facllity m st assura that outside sefvices thet data is collectod, and reviewed, ut al] s¢tiings
meet the hee: s of each cllent, Bs described by the plag,
| a5 o9
Thia STANDZA QD s not et ag evidencad by:
Bagad on obs snrafion, interview ang record o
review, the fa ilily falled to ensure that outsida
sarvicas met1 1e needs of one of three clients in
-the sample (C {ant #2).
The finding In judes; !
On February ¢, 2008 at approxamately 10:07 AM
Client #2 was stserved to spit one fime on the
floor while enf sting the class reom with his 1;1
staff persan. nterview with ths Active Treatment i
Specialist (AT 3) at 9:48 AM revealed that spitting

Was one of Clisnt #2's challanging behaviors.
Further intervi wy with the ATS revealed that the
day program ¢ /d net document Client #2's
challenging be havior of &pitting on the floer on the
Antecedeni B: havior Consequence (ABC) forms
because the ¢ scumentation wa3 discontinued.
Thera was no semmunleation with the group

LABORATORY OIRECTOR'S DR | EEMDE'\‘IS UPFLIER EFEEBENTATNE‘G SIGNATLRE “FE! —-

- .
)féz«.é., W& A Lrrtepatra %w&géﬂéf Japies dé:’Z”
ANy defizisncy statemant andin: with an eateriek () denates 2 deflsiancy which the Institution may be sxcused from cormecting proviting i J& datarmined ihat
other aafeguards provide suffici nt protection ta the patienta, (see Inatructions.} Bxcspt for nursing homeg, iha Andinga stated above are distiosable 50 day
follewing the daly of suriey whi her or nat g plan of sameciion |s provided. ®or nureing hommey, [he abave findings and plans of comectlor are disclosabia 14

days fallowing the datw these di, sumants yre magdo gvallabls to the facliity. If deficiencies ure élud. AN appravad plan of carrection is req) it to continued
pregrarn pattielpation, ' .
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W 120 | Continued Fr ym pags 1

home aboui | 1e decision discontinue rollecting
data an this t eravior,

Intarview witt the Quaiified Mental Retardation
Professional QMRP) on February 5, 2008 at
approximatel' - 3:15 PM ravealed that tha day
program was reguired to documaenting each time
Client#2 spit . 3.3 it was a part of his Behavior
Suppart Plan ({BSP). Raview of Clisnt #2's day
program B&F dated August 26, 2007 on February
5, 2008 listac “Sipitting on the Floor* &s nne ef his
challenging £ :haviers, Further record review
revealed that Zlent #2's BSF for the faclllty listad
"Spiting on ¢/ & oo as 3 target behaviors andg
should be do umentad as it occurs, Review of
Client #2's lo; book kept by tha AM 1:1 staff
failed o avide nce of dosumentation whan the
spitting beha lo* oecurred on February 6. 2008 at
the day progr im.

It should be: ©yied during medicatian pass on

February §, 2 308 at 5:13 PM Client 22 was

administered -ydroxyzine 26 mq. According ta

the medical r tord, this medication was
rescribed to Jecrease the dlients Lpitting
ehavior. '

W 124 483.420(a)(2! PROTECTION OF CLIENTS

RIGHTS

The facility m 18- encure the rights of all clisnts,
Therefore the: faciltty must infarm each client,
parent (if the  dfjent is = tninor), or legal Guerdian,
of the client’s miadical condition, davelopmental
and behaviol 3] status, attendant risks of
treatmant, an | of the right to refuse freatment.

This STANDF R Is not met as evidenced by:

W 120

W 124
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Based on obs vation, Interview and record
review, the far Uiy falled to ensure the right of
each cllent or heir legal guardian to be informed
of tha client's | nadical condition, developmental
and behaviorz slaius, attendant risks of
treatment, ant the right to refuse freatment for
two of four clie nts residing in the facility. (CHent
#1, #¥2 and #3

The findings ir clide:

1. Interview w. th the evening medicatioh nurse on
February 6, 2( D& at approximately 5:33 PM
revealed that - Mliant #1 was administered Paxl
12.5 mg with | aidil 25 mg each moming for
anxiety/depre: sion. Interview with the Qualified
Mental Retarc ation Professional {QMRP) on
February 5, 2( 08 at 3:1% PM revealed that Glient
#1 had an inv lvad sisters that signs consent for -
treatment Re Adew of Cllant #1's Psychologleal
Assessment o1 Febtuary 7, 2008 at
approxdmately 3:11 PM revealed thar tha elient did
not evidence 1 12 capasity to melke ihdependent
decisions on | 5 behalf regarding his habilitation
planning, tea: nant placernent, financia), and
medical matte 5. There was no documentad
evidence that he facility informad Client #1 or a
legally-guthar :ed representative, as approprigte,
of the health b anefits and risks of traatment
assodated wil 1 he use of his psychotropic
madications a 1d coresponding BSP,
Additionally, ¥ = Tacility failed to provide avidencs
thet substitute | consent had bean obtainad from
a l=gally recog vized individual or enlity,

2, During the madication pass on Febtuary 5,
2008 at 5:13 F M, Client £2 was adminjsterad
Clonazapam 1 my, Carbamazapine 200 mg,
Risperdal 4 m ), and Hydroxyzine 25 mg by

W 124

L. The QMRP will ansurs that the ¢lcnt's m edical
decision-maker is mnformed In writing of the heglth
bencflts and risks of recommended trearmer ts
(including the BSP if it provides [or regivict ve
measures), and wilt obrain writien consent i1 sush
treatmen (s,

2, See response to #1 ahove,
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mouth. Intelview with the Lloansad Practical
Nurse (LPNI en the same day gt approximately
6:40 PM rev @ ed that the medication was
pregcribed fi r inatadaptive behaviors, Review of
the clients ¢ ment physiciars orders on Fabruary
7,2008 at a| proximately 9:54 AM raveaied that
the psychotr ipic medications was fncorporated in
a Bshavior & Jpport Plan (BSP) dated Decamber
5, 2007, to & idress behaviors associated with
physical agg ession (hitting, spitting at, and
Scratching o11ers), sitting on the floar (at
Inappropriatc times, usually when asked to
compiete tas cs), self-njurious behaviors, property
destruction, i ublic mastyrbation (grabbing genltzy,
smearing fec ss, and clothes siripping.

Interview wit' the Qualified Ments! Rutardation
Profassional ‘CMRP) on Febnuary 5, 2008 at 3:20
PM revesled that Clignt #2 has an involved
moather that + gins cansent for treatment, Revisw
of Client #2's Psyehalogical Assessment on
February 8, 2 D08 st approximate 9:04 AM
revaaled thal the client did not evidence the

Eacity to 1 ake indepandant dacisions on tls

alf regare ny his habilitation planning,

afment plo zement, financial, and medical
matters. Th¢ = was no documented evidence
that the faclll! / Informed Cllent #2 or =
fegally-authe- ized 'spresentative, ae appropriats,
of the health isnefits and risks of traatmant
associated w th the use of his psychotropic
medications . nid commesponding BSP,
Additionally, v e facillty falled to provide evidance
that substitih. d consent had been obtainad from
@ legally race ynjzed individus or entily,

ca
be
fre

3. Interview v. ith the ®vening medication nurse an
Febryary 5, 2 )08 at approximataly 5:24 PM
revealed that Zlant #3 js administered Wellbutrin

W 124

| 3. The QMRE Wil coorinats with the OO, —

support coordinator (formerly known as te case
manager) to apply for 2 medical guardian. M
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150 mg every norning for depresslon. Intepdew
with the Quali ed Mental Retardation
Professionai ( YMRP) on Fabruary 8, 2008 gt 3:22
FPM revealed 1 1at Ciient #3 was aj hty-three years
old and did nc’ have a legal guardian and/or
family membe s fo glva consant tor tragtment,
Review of Clie 1t #3's Peychologisal Assessment
on Fabruary € 2008 at 2pproximately 2:37 PM
revealed that | 1€ client did not evidence the
capacity to mz ke: declsions on his behalf about
treatmant, hal Udation, on-going medical cara,
and financlal r atters. Thera was no documented
evidence that he facliity informed Cllant#1 or a
legally-author!. ;e representative, as appropriats,
of the health I snefits and tiske of treatment
assoctated wit 1 the use of his psychotropic
medications a id curreasponding BSP.
Additionally, & = ‘acility falled to provide evidance
that substitute | consent had baen ebteined from
a legally recar yisted Individual or entity,
483.420(a)(3) "FOTECTION OF CLIENTS
RIGHTS

The facliity mu. st ensure the nghts of al clients,
Therefare, the facllity must allow and encaurage
individual clier 3 to axerclse thelr rights 25 ¢lients
af the faellity, : nd as citizens of the Unitgd States,
Including tha ri 3ht to file compiaints, and the right
fo due proces: ,

This STANDA (D s not met as evidenced by:
Based on intsr /ews and recerd ravigw. the facllity
falled o sneur » that individuals who lacked the
capacity to ma <a informed decisions had
received assie anca with identifying & sunmegate
decision-make - for habilitation and treatment
negds, for two of four clisnts residing in the
facility, (Clien! #1#2 and #3)

W 124

W 125

QMR?P Wil ensure that they are provided w th
wrilten information on recommended medical
treatments, ind thar they provide written inf yymed
consant for trestments. The QMRP will co rdinate
with the DDA suppor coordinator to apply ora
medical guardian tor client #3.

Client 1 and 2 have modical decigion-makers. The,

1

Bt
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The finding it cludes:
The facility & llwd to ensure Cliant #1,#2, and #3's
ri?hts ware ¢ vilected by making certsin each
client had & ligally sanctioned representative to
assist them v ith making decisions regsiing their
treatment. [¢ ea W124)
W 158 | 483,430(a) C UALIFIED MENTAL W 159
RETARDAT! N PROFESS|IONAL
Each client's sctive treatment program must be
integrated, ¢ ordinated and moniltored by a h
qualifiad mer @l retardation professional. i
This STAND: RD (s not met aa evidenced by:
Based on ob. grvations, interviews with the
Qualifled Ma: taji Retardation Profassional
(QMRP) and ‘eizord raviaw, the QMRP failed to
ensure integr tion, coprdination and monitoring of
client's active traatment regirnan,

The findings . 1clude:

| il shifts.

Individual Prc 3ram Plans ((PPs).

staff demons' “ated competancy in the

Flan (BSP),

1. Cross refs rto Wd41. The QMRP falled to
ensure that b ilc| fire evacuation drills quariarly on

2. Cross rafe -t W249. Tho QMRP faljad 10
staffs implem anted programs a5 outined in the

3. Cross refe - ts W193. The QMRP feilad to

Implamentath h of Client #5's Behavior Support

4. Cross refe ta W139. The QMRP fajlad to

1. The QMRP will ensurs thar the Residenfa]~
Director (RD) will hald and document fine
evatuatlon drilis quartert under varied o 1dfton
on all shins, Y © 1 * 3)&'

2. The QMRP will ensurc thal Staff from beth the
sctting ined t
residence snd the day are trained 1o JMF

implement wach parson's IPPs.

h)

3. The QMRP will crsuirc thar Sraff are et ed o
effectively implement client #5°s RSP, 3 /élj'

4 THa QMEF will T, plement raining fors 1l siail ~
83 needed 1o caable them 1o perform thelr cutles
effectively. efficlently, and comperently. &

FORM CMS5-2867(02-00) Pravials ‘ervions Qbsolaty

Bvenl 1Dy YLy g1y

Faofly ID; 0aG010 I potttinug tlan :haaé Page 6 of 20

02/15/2008 FRY 13:%4 [TX/RX KQ 9038




02/25/2008 16:08 FAX 301 585 4541

0271572008 08:4% 7AX 2024429430 HRA

DEPARTMENT OF HE aLTH AND HUMAN SERVICES

CARECO

[Boos

@011

PRINTED:

02/15/2008

FORM APPROVED
ONB NO. 09358-0391

CENTERS FOR MEDK ARF & MEDICAID SERVICES
STATEMENT OF DEFIGIENCLE® (X1} PROVIDER/SURPLIER/CLIA
AND PLAN OF CORRECTION IDENTIMCATION NUNMBER:

QaGo1a

1X2) UL TIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING

B. WING

FOMPLETED

02/04/2008

NAME GF PROVIDER OR SUPR! LIE'R
" CARECO 04

STREET ADDRESS, CIT, STATE. ZIF CODE
B41T KANSAS AVE, NE

WASHINGTON, DC 20001

(%4 ID SUMMAL Y i5TATEMENT OF DEFICIENCIRS
PREFIX (EACH DEFN IENCY MUST BE PRECEDED BY FULL
TAG REGULATOR " OR LSC IDENTIFYING INFORMATION)

n
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION X8}
{EACH CORRECTIVE ACTION GHOULD EE COMPRLETION

CROSIREFERENCED TQ THE APPHOPRIATE BATR
PEFICIENGY)

W 188 | Continued Fre n page 6

- | ensure that er ok employes was provided whh
conlinuing frai iing that enabled the employee to
perfarm his or her duties effectively, efficiently,
and competer iy,

5. Cross refel tc W436. The QMRP falled to
ensure that Cl anit#2 was provided with hecessary
adaptive equi]. mant (shower chalr).

W .189 | 483,430(e)(1) STAFF TRAINING PROGRAM

The facllity mu st pravide each smployse with
Inltial and eon' nuing tralning that enables the
employae to | srform his or her duties affiectively,
efficlently, anc’ eompatently.

This STANDA i} is not mat as evidancsd by:
Based on cba rvation, Intsrview and record
review, the fac. lity falled to ensure that esch
employse was proyided with corinuing training
that enabled # ® amployea to perform his er her
duties effectiv: ly, sfficiently, and competently.

The findlng inc udes;

1. Tha facillty alled to ensure that Client#3's soft
hand splints w-:re: placed on his hands in
accordance wi h the current physiclan's orders as
evidence helo - e

On February 8 2008 at sppraximately 3:37 pPM,
Clignt #3 was : baarved sitfing In a wheeloheir
with hig arms z nd hands tightly againat his body
while watching television. At 5:48 PM direct care
staff was obsg ved to place hand splints an the
Chant. Intervie vwith Residential Dirsction (RD)
revealed that t.e hand splints helps with kesping
hls hands tight y jogether. Further interview with
the RD raveale 4 that the client should wear the

W 169

W 189

3. The QMRP will cnsuye that the clienthrs
aceessary adaptive equipment,. 3/
23707

| TheBNﬂlP will ensure that te RD and s aff are
h
u-m.ned on the physician’s ordars on the use )f the
splints, and ensure (har staff Implement the trderg
@é_ﬁé{

a8 writtag,
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W 189 | Continued FI im page 7 W 189,
hand splints Jaily and should be removad by
dinnet ime. Emview of the currant physician’'s

dated Janua 72008 on February 8, 2008 at
approximate! ' 2:37 PM ravealed the clisnt has a
dizgnosis of ‘srebrai Palay with Spastic
Quadriplegia, Multiple Flexion Contractures, and
Arthritis. Fur her review of the physician's orders
reveaied an ¢ rder for soft hand splints to prevant
further contrs Mtures, “The soft hand splints
shotld be piz: ze on the client's hande in the
marning afte; the moming care from 8:00 AM fo
1:00 PM and ernove from 1:00 PM to 3:00 PM.
Put =plints bz sk on from 4:00 PM 10 B:.00 PM than
Qff." -

interview witt: Qualified Mental Retardation
Professiongl ; QMRP) on Fabruary 6, 2008 at 3:00
PM revealed : nzt Client #3 was admittad to the
Tacility from = \gther provider on January 31,
2008, When isked if all staff had baen traihed on
the use of Ch .nt #3's soft hand splints, the QMRR
stated alff staf are schegylad to ba trained on
February 13, *'098,

Note: [t shou. 1 j»e noted that an February 6, 2008
at from 11:03 a/d to 12:00 PM Cllent £3 was not
obsarved to w zar hls soft hand splints in
gccordance w th the physician's orders,

2. On Februs y 5, 2008 at 5:1 3 PM Client #2 was
administered }enna-$ tab for conetipation. The
client was als. prescribad Docusate Sodium 100
mg two capsi le daily at bedtime for constipation,
According to 1 e bowel tracking chart raviewad on
February 8, 21 05 at 12:48 PM, Gliant #2 did not
have a bowsl nuvement for three (3) days (2/1,
2/2, and 2/3/0.1), Review of the Standing
Physician's O: 4er5 S for "Constipgtion” revealed
the following r onedures:

2. The QMRP will ensurc that the RD hasa IOCRSS
for checking dora collection and repotting errors so
that retraining can be implementod as neede: |, The
Director of Disability Services will meet wilh the
QMRP, RD and nursing staff1o ensurc that :+
tmely and complete commnnication Ioop is
extablished and mainluined so that nursing s aff can
propetly react 1o clienty’ medical needs.

357

FORM GMS-2587{02.38) Previous V: w8 wns Dlscicte

Bvent ID:YLYGYY

Eaetity ID: 093010

02/15/2008 FRI 13:54

[TI/RX NU 9038]

If ontinuatisn sheet Paga 8of20




02/25/2008 18:08 FAY 301 565 4541 CARECO do1io
D2/15/20608 DB:45 ] AY 2024420430 HRA d1o13
PRINTED: G2/15/2008
DEPARTMENT OF HE/ LTH AND HUMAN SERVICES ~ORM APPROVED
CENTERS FOR MEDIC ARE & MEDICAID SERVICES QONB NO. 0938-0331
STATEMENT OF DEFICIENCIES (X7} PROVIDER/SUPPUFRICLIA [(X2) MULTIPLE CONSTRUCTION, {X3) JATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: SOMPLETED
A, BUILDING
08G010 B WING 02/08/2008

NAME OF PROVIDGR OR SUFF JER
CARECO Q1

STREET ADDRESS, OITY, STATE. ZIF GOOG
B41T KANSAS AVE, NE

WASHINGTON, DC 20001

Py 1o
FPREFIX
TAG

SUMMAI Y STATEMENT DF DEFIC[ENCIES
(EACH DEFIv IBIVCY MUST BE PRECEDED BY FULL
REGULATOR' QIR LSC IDENTIFYING INFORMATION;)

W 188

V¥ 183

(5] PROVIDER'S PLAN OF CORRECTION
PREFIX, (EACH CORRECTIVE ACTION SHOULD F It
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

oLl
COmPLETION
OATE

Continued Fr¢ 1t page 8

1. After two d s without & bowel mavamant,
ghve pruna Jul = 40z by mouth two times a day for
48 hours or

2. Milk of May nasta two tablaspoon by mauth two
times a day PI\N or '

3. Clvate of b agnesia

4. Push oral { uids

Intarview with he fucility’s Licensed Practical
Nurse (LPN) ¢ drifirmea that staff should notity the
nurse and glv  prune juice in sccordanca with the
standing phys Sah orders. Further interview with
the LPN reve: led that she was not made aware
that the client i<l not have a bowal movement for
three days. Ir ‘arview with the Rasidentia]
Director revee ed that Client #2 had a bowel
movement wif ir; those days. but staff forgot to
racord it, .

2. Crosn rafa fr1 W249, The facility failed to
ansure that st f had received effective tralning in
Implementing nigrams as ocutlined In the
Individual Pro; irem Plans (IPPs).

483.430(e)(3) 3TAFF TRAINING PROGRAM

Staff must be ible to damonstrate the axlls and
techniques ne :assary to administer interventions
to manage the inappropriate behavior of cllents.

This STANDE 0 (s not met as svidenced by:
Based on obs arvations, interviews, and record
review the fac lity staff failed to demanstrate
competaney it thie implemaentation of Cliant #5's
Behavior Sup) ot Plan (8SP).

The finding In :ludes:

W 189

2. Sce response 1o W249, The QMRP will 1 nsure
thar al sl are wained on implemenation «f each
clicnt’s ISP as soon as the Intssdisciplinary Team
has formulated it

wWis3

The QMRP will ensure thal ll sialT adhere o the
siandands goveming the 1:1 smffing dutics. Staff
who are unwilling or unable 1w adhere to th
requirements will be remaved from such du-ies.

as/es
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Continued Fi >rn page 0

The facliity . iled to ensure that Client #5's 1:1
staff remaine d in close proximity in accordance
with the 1:1 j b dutier and raspaonsibilities as
evidanca be. m";

On February 7, 2008 at 4:33 PM Clent #5 was
observed to agve the kitchen amu to ga outside
to stand on t e front porch, Client#5% 1:1 staff
Wag in the ki' zhen preparing the dinner mesl,
The client re:nzined sutside on the porch for twa
minutes befc & coming back into the facility. At
no time did t @ 1:1 stalf leave the kitchen area to
trail ar remaj | within eyesight of Cifent #5 as
required by I s behavior mmnagemant plan.

interview wit  the Qualifiad Mantal Ratardation
Frofessional (C:MRP) on February 8, 2008 at
approximata’ 7 ‘|0:00 AM revealed Cllant #5
recelved 1:1 ;taffing 24 hours @ day to manage
physically ag jrpesive bahaviors fo pravent
elopement 21 d injuring self and others. Further
intarview wit' the QMRP revealed that one of the
primary dutle 3 of ihe 1;1 staff person was to
remain withll ayesight and/or arms length of
Cllent#5 at i ll fimes. Review of the staff traihlng
records on F :bruary 8, 2008 at 9-12 AM revesled
that ali staff : lgaed and recaived tralning on their
1:1 Job dutla: and responsibiliias. There was no
evidence tha fraining was successtul,
483.440(¢)(E (vI) INDIVIDUAL PROGRAM PLAN

The individw: | program plan must Ineluda
oppartunities. fer client cholce and
self-manage: 2sint,

This STAND.ARD s not met as evidenced by:
Based on ab ie vation and interview, the facllity
failed tb ensi ra that Cliant #2 was provided the

FORM CVY-2467[02-99) Previous V& 'wions Obeclate

W 183

W 247

The QMRF will ensure that s1afF are retrai 16d on
cngaging client #2 in self management an¢ offering
opportuniiies for sell directed activities,

bt
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opportunities : or making choices as part of their
self-managarr ort

The finding int ludes:

Evering obse: satfions conducted on February 5,
2008 at appro invately 4:16 PM revealed Cllant
#2's 1:1 staff ¢ rganizing his close in his bedroom.
Client #2 was bserved to be sleeping while
sitting in the c! alr at the front of tha bed.
Interview with ne 1:1 staff revealed that Client #2
normally assis s with folding laundry and
straightening r ut his closet. The 1:1 stated that
Client #2 raqu o1 hand over hand assistance
with this task ¢ ua to hla blindhess. At ne ima did
the 1:1 staff o' ‘¢ or encourage Client #2 to assist
with organizing his closet. There was no
evidence that he Client #2 was afforded the
opportunity for sel-managemaent to the extent of
his ¢apabilitie: .

W 2439 | 483.440(d)(1) *F:OGRAM IMPLEMENTATION waag| |
» The QMRP will ensure thar staff In the resid sace
Az soon as th _mtsrdisciplinary team has are ¢ffectively tmined in implementing clicn #1's
farmUlated a ¢ ie1t's individual program plan, IPPs, and that regidential staff ensure that b is
adch client mu. 3t receive & continuoys active eacouraged 10 improve his s2If mansgement skiils. 4/ /
treatment prag ram cansisting of needed >sjex

interventions z 1¢ services In sufficlent number
2nd frequency i support the achievemnent of the
objactivas ider tiied in the individua! program
pian,

This STANDAIRD! s not met as evidenced by:
Based on obsc rvatlan, interview and racord
reviaw, the fac lity falled to Implement programs
as outlined in t 1e IndVidual Program Plans
(IPPs), for ohe of three clients included [n the
sample. (Clier t43)
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program reve: slad

W 249 Continued Fi orn page 11 W 249

Tha finding i cluges:

On February 5, 2008 at appraximetsly 6:22 PM
Client#1 wa servad swest potatoes, roasted
twrkey breas! collard greens, and beveraga
pureed durin | his dinnar meal. The client was
obeerved to  aceive total assistance from his 1:1
staff person. interview with the 1:1 staff revegled
that the clien is totally depandant with feeding
and his ADL :kills.

On February 8. 2008 at 12:11 PM the dignt was
observed dur ng lunch af his day program. The
cliant was se ved mixed vegetable, baked fish,
and wheat br:ad pureed. Tha assigned 1;1 staff
was observe:. to feed Cllent #1 using hand over
hand assistal ce and ancouragling him to misa the
spoonful of f¢ 3¢ ta his mouth during the anfire
meal. Interviw with the 1;1 staff at the day

Clisnt #8 usir 3 hand aver hand assistance. The
1:1 staff furth r revesled that Client #5 had ah
objective to rr Is2 his spoon with food 1o his mouth
with hand ove r hand assistance,

Revigw of Cli ‘m:#1's Individuat Program Plan
(IPP) dated J iua
2008 at apprc dinately 3:17 PM revealsd m
program that itetad “with hand over hang
assistance, th 3 client will raisa his spoon filled
with foad to hi s Inouth three imes with 100%
accuracy for f consecutive months™ There was
na evidence t a: the Client #1 was afforded the
Cpportunity fo  salf-managemant and ahcourage
1o participate 11 4is programs during the dinner

that she wag trained o feed

ry 24, 2008 on Fabryary 7,

memi on Febn aiy 5, 2008,
W 263 | 483 440(1)(3)( i) PROGRAM MONITORING & W 263
CHANGE
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DEPARTMENT OF HE AL.TH AND HUMAN SERVICES FORM APPROVED

minor) or lege guardian,

This STANDA D is not met as svidenced by:
Based an abs irvation, intarview, and recard
raviaw, the fa liy's apacially-consituted
committes (Hi man Rights ommittee} failed to
&nsure that re itrictive programs were used only
Wwith written cc 1serts, for three of three dlients
included In the sample, (Client #1, #2, and #3)

The findings it clude!

1. [Cross Ret rance W124] The Taclity's human
rights commit! se failed to ensure that informed
cansent had k san obtainad for the use of
Behavior Sup| ort Plan (BSP) thet incorparated
tfia ues of pre: ciibad psychotropic medications.
Interview with Jualified Mental Rstandation
Professional (' INRP) en February B, 2008 at
approximately 1:30 PM revealad that Client #1 did
not have writte 1 nformed consent slghed by 2
guardian, it s ould noted, according to the
QMRP, the cli nt's slaters Is * involved® in his life,
but thera was |0 evigence that they har bgen
Informed of the use of Psychotropic medicatons.

2 [Cross Rafe ‘ence W124] The facilit's human
rights committ 2 failed to ensure that informed
consent had bi.e: obitsined for the use of
Behavior Supg ori Plan (BSP) that fncorporated
the use of pre= aribad psychatropic medizatons,
Interview with 1 Juelified Mantal Retardation
Profésslonal (L IMRF) gn Fabruary 8, 2008 at
approxmataly 1:32 PM reveaiad that Cliant #2 did

CGENTERS FOR MEDI 2£RE & MED VICES ‘ Ot 38-0381
STATEMENT OF DEFICIENGH! {1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONETRUCTION (3 DAT® SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETZD
A BUILDING
026010 B WING — 02/08/2008
NAME OF PROVIDER OR SUF 'LI3R BTREET ADORESS. CITY, STATE, ZIP ¢ODE
8417 KANSAS AVE, NE
CARECO 01 WASHINGTON, DC 20001
o 1D SUMMA 1Y STATEMENT OF DERICIENGIES B PROVIDER'S PLAN OF GORREGTION o5
PREFIX (FACH DEF :IENCY MUST BE PREGEDED By FULL PREFIX {EACH CORREGTIVE ACTIQN SHOULD 16 COMPLETION
TAG REGULATOR: ¢ OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROFR ATE DATE
. DEFICIENGY)
W 263 Confinued Fr. m pege 12 W 283
The committe 3 should Insure that these programs
are conducte: only with the written informed :
consent of the ¢lent, parents (ifthe cllant is a

1, See responss to W124. Fhe [Tuman Rights
Committec has a procedure w review the usi of all
restrictive measures, including the use of
peychorropic medicines; the QMRF will ens ire thar
such restrictive weatments for client #1 are brought
before the HRC for mpproval.

2. Seo response to #1 above,

35/

35 /o8
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Continued Fiam page 13

not have wit, en informed consant slgned by a
guardian, It :hpuld noted, according to the
QMRP, the ¢ ient's mather Is * involved™ in his life,
but thare wa: no evidence that they had been
informed of t 1e use or psychatropic madications.

8. [Cross Re ‘srenca W124] The facllity's human
rights commi tez failed to ensure that informed
consenthad 1aen obtalned far the use of
Bahavior Su;. port Plan {BSP) that incarporated
the use of pn scribed peychotropic medications.
Interview with’ Ciualified Mentsl Retamation
Profassional QMRP) an Fabruary 8, 2008 at
approximata] - 1-34 PM ravesied that Clients #3
did not have - wittsn Informad conzent signed by a
guardian. Th are was no evidence that they had
been informa { of the use of psychotropic
medlcations,

4B3.460(2)(3| PHYSICIAN SERVICES:

The facility m 1s°
g=neral madl al

provide or obtaln preventive ang
cars.

This STANDX RID is hot mat as evidenced by
Based on obs 3rvation, interview and record
feview, the fa ity failed to ensure general and
preventive cai = for two of three cllants included in
the sample, ( Sllent#2 and w3)

The findings i clude:

1. Reviaw of 1 Jfant #2°s current physician's

| orders on Fek: vary 7, 2008 gt approximately 9:54

AM tevealad 1 1e cllent wes prescribad a *Cervical
Collar” as par' of hig adaptive equipment.
Interview with he facliity's Licansed Plratical

W 2583

W 322

3. Ses response 10 #1 above,

by

L. The QMRP will engure that the purposg, ™
mecommendarions and lengrh of tme the clinr
should use the cervicg] coliar is clearly stated in his
ISP, The QMRP wili cnsure that the staff n cejve
waining on how 10 implement and dosumen the
‘usc ofthe cervical collar, and that (he nuesir g stafy
have a protoco! for monitoring the Impleme itation

5}
COMPLETIUN
DATE

Nurse (LPN) z nel Qualified Mentai Retardation

of the n¢ck Support.

.3,£as/¢r

ZORM CMS-286 T [02.89) Previeus \ ions Obyolety
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1 with his arms ind hands tightly ageainst his bady
| while watehin, talevision, At £:49 PM direct care

Cortinued Fr: m page 14

Profassicnal . JIMRP) on February 8, 2008 at
apprdmatel, 12:00 AM ravealed that the client
should weer t 1e cervical collar during bedtime
only. Review >f Client #2's individual Support
Plan (ISP) ah srided December 20, 2007 under
tha gaction er tied "My asslative Devices”,
revealed that he cervical collar was to be worn at
bedtime and \ fw=n In the facility. Eurther
Interview with tha QMRP ravealed that the client
refusad to we ir the collar inside the facilty. He
will teke it off. The QMRP stated that it was her
mistake of no @Jdrassing this issue fo the
Interdisclpline y Team (IDT) this past ISP and
having staif t¢ dacument his refusals to wear the
collar while In tne fachity. Review of the Physical
Therapy asse isment dated Qctober 12, 2007
failed to rafinc { t9e purpose, recommsndations
and length of itvie for the use of the collar, The
assassment £ iled to provide instructions for
direct care st I lo ensure appropriate
implementatic 1 “or this prescribad support,
Further reviev falled 1o revealsd that a protoco!
had besn dev ilcped by tha nursing staff and that
no document: tion was avallable to support the
nursing ataff 1 1onitoring the implamentation of this
neck support ' or Client #2.

2. The Tacllitty failad to ensure that Cllent #3's soft
hand splints v. srs wom in accordance with the
current physic an's orders as evidence below:

On February ' , 22008 &t approximately 3:37 PM,
Client #3 was sbserved sitting in a whaelchalr

staff was obsc rved to place hand splints on the
client. Intervi w with Residential Diraction (RD)
revealed that he hand splints helps with keeping
his hends figh Iy together. Further interview with

Vv 322

2. Sce response to W1B9 #1, d/
Jf/o.}"
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the RD reve: eu that the client should wear the
hand splints . laily and should be removed by
dinner time, %view of the current physician's
dated Januai / 2'0D8 on February 6, 2008 at
approximate! + 2:37 PM ravesied the cliont ha=s a
dimgnosis of lerebral Palsy with Spaatic
Quadriplegia, M ultipte Flexion Contractures, and
Arthritls. Fur her review of the physlclan's orders
revealed an « rdet for soft hand splints 1o prevert
further contiz stires, “The soft hand splints
shauld ba ple z¢ on the glient's hands in the
morming afte" {he morning care from 9:00 AM to
1:00 PM and: ‘enave from 1:00 PM to 3:00 PM.
Put plints b: =k on from 4:00 PM to 8:00 PM then
off."

Intarview with Cualified Mantal Retardation
Professlonal QMRF) on February 6, 2008 at 3;00
PM revealed hat Client #3 was admlitted o the
Tacility from ¢ ather providar on January 31,
2008. When asked If all staff had been trainad on
the usa of Cli in} #3's soft hand splints by the
Nurse, the Q' IFIP stated all siaff are scheduled to
be trained on Fubruary 13, 2008.

W 331 | 483.480(c) N JRISING SERVICES

The facility tvi 11 provide clients with nursing
sarvices In ar xcrdance with their neads.

This STAND: RD s not et as evidanced by:
Based on sta I Interview and record review the
fecllity failed | > ensure nurelng services in
accordance v, ith: the needs of fwo of two clients in
' the sample. (1 thent #1 and Cllent #2)

The finding ir dudes:
Cross refer tc W322.2. The facility's nursing staff

w32z|

Sec EPBESE w0 WISE

3 ;(/af'

FORM CMS-25067(02-99) Previouts " amionw Obsalats

Evant ID:YLYGT1

Pugility 10: 09G01Q
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DEPARTMENT OF HE:\LTH AND HUMAN SERVICES .

Go1s

@o21

FRINTED: 02/15/2008
“QRM APPROVED

OM3 NO. 0928-0391

__CENTERS FOR MEDIC ARE & MEDICA i
STATEMENT OF DEFICIBNCIES (X1} PROVIDER/SUPPLIBR/CLIA

NAME OF PROVIDER ©R SUFF IER

(<) MULTIPLE CONSYRUCTION (%3) JATE SURVEY
AND PLAN GF CORREGTION IDENTIFIGATION NUMBER: "OMFLETED
A, BUILDING
B. WING .
03GO10 — 02/08/2008

STREET ADDRESS, CITY, BTATE. ZIF CODE
6477 KANSAS SYE, NE

The facllity m st fumish, maintain in good repair,
anhd teach clie ite to use and to make Informsd
choices about the uce of dentures, syeglassas,
hearing and o1 er communicatisne alds, hraces,
and ather davi Jes identified by the
interdisciplinai / tsam as neaded by the client,

This STANDA D) is not mst as evidenced by:
Based on obs: rvetions, interview and record
review, the fac lity failad to ensyre that Cllent2
was provided ' /ith necessary adaptiva equipment
(shower chair’

The finding inc ludes:

Observations :onductad on February 5, 2008
revaaled Clier: 82 was blind and required
assistance wil 1 rnobility and Adaptive Living Skills
(ADL). Interviiw With his assigned 1:1 staff on
February 6, 2¢ & at 3:01 PM favealed that Cllent
#2 s gble to ¢ miplete sorme ADL akils with hand

CARECO 01 WASHINGTON, DC 20001
(4] ID SUMMAL' Y STATEMENT OF DEFICENCIES it PROVIDER'S PLAN OF CORRECTION (8]
PRENX {EACH DEFY. lENCY MUST BE PREGEDED BY FULL PREFIX [(EACH CORRECTIVR ACTION $HOULD k¥ COMPLETIGH
TAG REGULATOR" OR LG IDENTIFYING INFORMATION) TAG anoss—mmsgg? ]E?‘ ggs APPROPRLATE DatE
1C
W 331 Continued Fre 1 page 16 W 331
failed to ensyr 2 that Cllent #3's soft hand splints
were wom In ; ccardance with the currant
physiclan’s on ers,
W 356 | 483.460(gX2) OMPREHENSIVE DENTAL W 356
TREATMENT ‘
——— — Sica]l Toar
The facility 1 st ensure comprehensive dental %m:g}::&m: :&?fcﬁishf é::;;
trestmant sery cu that include dental care e ngd,af
needed for rel =f of pain and infections,
restoration of | seth, and maintenanea of dental
heafth,
This STANDA D is not met as evidenced by:
W 436 | 483.470{g}2) SFACE AND EQUIPMENT W 436

The QMRP will ensure thal the client has a : hower
cheir as recommended in e PT assessment

FORM CMS-2587(02-09) Pravioug \ 4slong Obsclele Evant Ik YLYGT1

FEeilty ID; 00GD1D

02/15/2008 FRI 1R8:%54
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DEPARTMENT OF HE ALTH AND HUMAN SERVICES

CENTERS FOR MEDI 32

SYATEMENT OF DEFICIENCIE
AND PLAN OF CORRECTION

CARECO

Ro1e

Roz2

PRINTED- 02/15/2008
FORM AFPROVED
OHE NO. 0938-0391

(X7} PROVIDER/SUPPLIER/TLIA
IDENTIFICATION NUMBER:

03G010

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(& DATE SURVEY
COMPLETED

02/08/2008

CARECQ

NAME OF PROVIDER OR SUF ‘UZR

01

STREET ADDREES, CITY, STATE, ZIP CODE
6417 KANZRAE AVE, NE

WASHINGTON, DC 20001

(X4} 1D
PREFIX
TAG

SiYMMA T STATEMENT OF DIfFICIENQIES
{EACH DEF AENCY MUST & PRECEDED BY PULL
REGQULATOF ¥ OR L3C IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF OORRECYION
PREFIX, {EACH CORAECTIVE ACTION SHOULD 3E
TAG CROSE-REFERENCED TO THE APPROPF IATE
DEFIGIENCY)

=33
GCOMPLEDN
DATE

W 436

Continued Fr r page 17

over hand as islance including toathbrushing,
puting on clo hes, washing/drying hand, and
showars. Re ord review on Fepbruary 7, 2008 at
approxdmatal 10:30 AM revealed a Phyaical
Therapy (PT) Assessment datad Octobar 12,
2007, Accort Ing 1o the assessment, it was
recommenda: | t9at Cliant #2 utilize a grmb bars
and a shower chalr 1o assist with showering.
Interview with ths Qualified Mental Retardation
Professional ¢ AMRP) on the same day st
approximatel 4:25 PM revesled that Cliant 22 did
net have a gh wer chall, There was na
documented « vidence that Client#1 was provided
with the show :r chair g assiat with showering as
recommende in the PT asssssment.
483.470D(1) VACUATION DRILLS

The facility mi $1 hold evacuaiion drills undar
varied condific h.

This STANDARID 15 not met as evidenced by:
Based on obe wvations, staff Intarview, and
record verfice ticn, tha facility failed to hald
evacuation dr Is under varied conditions,

The finding In Judes:

Review of the fazility's fira drill records on
February 8, 2 043 at 1:18 PM revealad that the fire
drills were co1 disted vig the front and back door
exits. Inbtervic w with the Qualitiad Mantal
Retardation F otessional (QMRMP) on the ssme
day at 2:10 PI | reveaied that the faclllty had at
least fiva metl otf of agress. Further intarview
with the QMR ? rgvealed that there's an st
through the ki :f.en (Side Door} and exit on the
upper lavel of hw facility isading to the back yard.
Further reviav. of the fire drill record revealed that

FORM CMS-2567(02-09) Pravious \ 7t 8ns Ohsclats

W 436

W 4441

The QMRP will ensure that the RD holds e
cvapuation drills on alf shifis at least quart iy
under varled conditions.

shsht

Evant 1D rLYG11

Frolity ID: 09G010

02/15/2008 FRI 18:54
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DEFARTMENT OF HE ALTH AND HUMAN SERVICES

CENTERS FOR MEDIC ARE & MEDICAID SERVICES

SETATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

CARECO ' 020

ldo23

PR NTED: 02/15/2008
FORM APPROVED
OM B NC. 0938-D391

03Go10

(X2) MULTIPLE CONSTRUCTION (X3] DATE SURVEY
A BUILDING SOMPLETED

B. WING

02/03/2008

NAME OF PR&VIDER OR SUPI ER
CARECO 04

ETREET ADDRESS, GITY, STATR, ZIF CODE
8417 KANSAS AVE, NE

WASHINGTON, DC 20001

(x4 1D
PREFIX
TAG

SUMMA!L Y STATEMENT OF DEFICIENCIES
(EACH DEFI IENCY MUST BE RRECEDED BY FULL
REGULATOR * OR LSC IDENTIPYING INFORMATION)

iD PROVIDER'E PLAN OF CORRECTION (6]
FREFIX (EACH CORRECTIVE ACTION SHOULD i E COMPFLET,ON
TAG CROSY-REFERENCED TO THE APPROPR 5TE DATE
. : DRFICIENCY)

W 444

Continued Fr¢ 7 page 18

the side door 1 ixit and the exit on ths upper level
had not been 1 1sad at lesst quasterly on each
shift There w 13 no evidence that evacuation
drills were hel | L nder varied conditions.
483.48C(a){1) =000 AND NUTRITION
SERVICES

Each cliant m st receive a nourishing,
well-balanced jiat including modified and
specially-pres: Niyad dists,

This STANDA RD) Is not met as evidanced by:
Based on obs: :rvation, interview, and racord
raviaw, the fac ity falled to ansure therapeutic
diets address( d tha nutritional needs of onha of
two clients In 1 1e sample. (Cllent $2)

The finding Thi Indas;

On Februgry ¢ 2008 at spproximately 5:22 PM
Cllent#2 was :erved swest potatoes, rosstad
turkay breast, olard greens, and watsr as his
bevarage duri g tha dinnar maal. The staff
preparing the neal did not measure the food
portiona that v as garved to Client#2, Interview
with the staff 2 ! approximately 8:15 PM revsaled
that Client #2 ;5 on = special diet When asked
how do yau kr avr what amount of partiens to give
to Client #2, th 3 staff stated ™1 Just inow, |'ve been
doing thiy for ¢ lng tima." Review of the current
physiclan's on. ers an Fabruary 7, 2008 at
approximately 9:54 AM revealad that Client #2
wits prescribe 'z 1800 caloria [aw fat, low
chalesterol, of apped diet. Review of the
Nutritionlst's a. :sessment reveaisd that Client #2
was prescribe: ! 2 18Q0 calorie low fat, low
chalssterol, chopped diet. There was no
svidence that : 1¢ steff measured the food

W 441

VW 460

The QMRP will ensure thar staf sre frained i~
properly and accuratcly measure the clfent's food ,
seTvings 60 thal his diet confomms to the disg

recomamended by the Nutrjtionist 5/},’/&

=

FORM CMS-2567(02-98) Previaup V' ¢ainna Obsslate Event ID:=YLYGE1
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DEPARTMENT OF HI:ALTH AND HUMAN SRRVICES FORM APPROVED
CENTERS FO D CARE & MED!%E SERV]CE§ OMB NO. 0838-0391 )
STATEMENT OF DEFIGIENGIE 3 ()(1) PROVIDERASUPPLIER/CLIA ) 2 MULTIPLE GONSTRUCTIDN (X)) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
09G010 B NG 02/08/2008
NAME OF PROVIDER OR SUF 3L ER STREET ADDRESS, CITY. STATR, ZiIP GODE
417 KANSAS AVE, NE
MREC.O o1 ' VIASHINGTON, DC 20004
XN ip ) SUMM: Y STATEMENT OF DEFCIENCIES [{0] PROVIDER'S PLAN OF CORRECTIOH (%)
PREFIX (EACH DEf DIENCY MUST BE PRECEDED BY FULL PREFDX (BACH CORRECTIVE ACTION SHOULD BE BomMPLENION
TAG REGULATC! Y OR LSC IDENTIFYING INFORMATION) TAG CROSI-REFRRENCED TO THE APPROPHIATE hate
DEFIGIENGY)
W 480 | Continued Fr | page 19 . W 460

poriions that vare served to e client in order {0
meat his dist 1y neads.
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FORM APPROVED
STATEMENT QF DEFICIENCIE ; 1) PROVIDER/SUPELIERICLA p NSTR (%3 DATE SURVEY
AND PLAN OF CORRECTION o0 IBENTIFICATION NUMBER; O) MULTIPLE CONSTRUCTION COMPLETED
A_BUADING
' B WING
08Go10 02/08/2008

NAME OF FROVIDER OR EUP! LI3R
CARECO 01

STREET ADRESS, CITY, STATE. ZIP CODE

641T KANSAS AVE, NE
WASHINGTON, bC 20001

(X4) 1D
PREFIX
TAG

SUMMe by STATEMENT OF DEFICIBNGIES
(EACH DEF] JENCY MUST BE PRECEDED BY FLiLL
REGULATOF: r QR LSG IDENTIRYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(FACH CORRERCTIVE ACTION SHOULD 48
CROSB-REFERENCED TO THE APPROPRATE
DEFCIENGYY

- 5
COMPLETE
DATE

1 000

1042

iINITIAL CON. AEENTS

A llcensure st rvey was conducted from Febryary
g, 2008 throu; ih February 8, 2008, The survay
was Initiated 1 sing the fundamental sutvay
process, A rz clom sample of three chisnts was
selected from: a clisnt population of five malas
with various d szbllitles. The findings of the
survay were £ azed on observalions, interviews
with cra clien | staff in the home and three day
programs, as vell as a review of cllant records,
adminlstrative. recards, and Incident reports.
Investigation 1 spiorts were aiso reviewed,

3502.2(b) ME AL SERVICE / DINING AREAS
Modifisd diets shall be asg follows:

(b) Planned, § repared, and &arved by individuals
who have rec ived instruction from a dieftian;
and...

This Statute 15 riot met as evidanced by;

Based on obe arvation, interview, and record
review, tha G! IMRP falled to ansure therapaLtic
diets address d the nutritional needs of one of
twio ¢lients In - ne sample. (Resident $2)

The finding in Judes:

On February /| 2008 at approximately 6:22 PM
Resident #2 v 2 ssrved sweet potetoes, roasted
turkey breast, collard greens, and water as his
bavarage dur. 1g the dinner meal. The staff
preparing the nuaal did not measure the food
partions that v 23 servaed to Resident #2.
Interview with tha stafY at approximately 6:16 PM
reveried that lesidant #2 s on a special diet,
When asked | aw do you know what amount of
portions to giv » to Resldant #2, the staff stated |
just know, i've been daing this for a long time,”

1 0go

1042

The QMRRP will cnsurc that staff sre wrained to
properly and scouratcly measurc the ¢lisnt':. food
servings so that his dict conforms to the dia
recommended by the Nutritionist.

Haalth Regul
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0SG010
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A BULDMNG
B, WING

(r3) DATE SURVEY
COMPLETED

02/08/2008

NAME OF P

CARECO 01

ROVIDER OR 5U 'PLIER

STREET ADDRESS, OITY, RTATE. ZIF CODE

6417 KANSAS AVE, NE
WASHINGTON, DG 20001

(X4} I
PREFIX
TAG

SUMM R/ STATEMENT OF BEFICIENCIES
[EACH DE" ICIENCY MUST BE PRECEDED By FULL
REGULATC ty OR LSC IDENTIFYING INFORMATICN]

I
PREFIX
TAG

PROVICGRR'S PLAN OF GORRECTIO
(EAGH CORRECTIVE AGTION SHOULL: ns
CROSH-REFERENCED TO THE AFFROR JUATE
DEFICIENGY)

DATE

| 042

Contirued Fiorn page 1
Review of th current physiclan's arders on

February 7,: 008 at approximately 9:54 AM
revealed thal Resldent #2 was prescribed a 1800
calorie low f= I, ow cholasteral, chapped dist. -
Review of th: : Mutritohist's assessinent revealed
that Residen #2 was prescribed » 1800 calorie
low fat, low ¢ lestero!, chopped diet. Thers was
no evidence hat the stalf measured the food
partions that vere served to the client In ordar 1o
meet her die! ar; needs. )

1081

| 135

3504.2 HOU. iEKEEPING

Housekeeapir j and maintenance equipment shall
be well consl ucted, properly maintsined and
appropriate t  the function for which it Is to be
used,

Thig Statute s ot mat as evidenced by:

Based on obe arvations and interview, the facility
failed to mair ain the Interior and extarior of the

GHMRF in a. h a sefe, clean, arderly, attractive,

and sanitary | 12nner. :

The finding ir Judes:

Observation & nd interview with the Qualified
Mental Ratarr ation Professional (RMRP) during
the environtr nial walk through on February g,

2008 revealer that the door ball located at the
front of the he M2 was observad net functionlng.

3505.5 FIRE AFETY
Each GHMRF snall conduct simulated fire driils in

f

[042

081

135

)
CU?%ELETE

| The QMRP will ensure thet the doorbell 55 -opoired
or replaced.

The EE_HIRPMH cnsure that the RD hokgi 'E_e—
evecuation drills on all shifis al least quark tly

s

o5

arder to test # @ effectivenass of the plan at Ipast under varied conditions,
four (4) imes 3 vear for esch shift
ealth Regulafion Adminlerate
STATE FORM uny TLYG1] T éonlinuation shqet 2 of 10
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A, BUILDING
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£E) (ATE SURVEY
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___ 02/08/2008

CARECO

NAME OF PROVIDER DR SUPRNM BN}

STREET ADDRESS, CITY, STATE, 21P CODE
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* , WASHINGTON, DG 20001

(X4) 1D
PREFIX
TAG

SUMMAR * BTATEMENT OF DEFICIENCIES
(EAGH DEFIC ENCY MUST BE PRECEDED BY FULL
REGULATORY Of| L3C IDENTIFYING INFORMATION)

™ PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH CORRECTIVE ACTION SHOULD By COMPLETE
TaG CROES-REFERENCED TO THE APPROPRI TE BATE

DEFICIENCY)

1135

1208

-| Retardation Pr fessianal (QMRMP) on the game

Centinued Fro 1 page 2

This Statute is nut met as avidenced by
Based on obs: vations, staff interview, ard
record verifica: on, the GHMRP failed to hald
evacuation dril 5 under varied canditions.

The finding inc ucles:

Raview of the 1 acility’s fire drill records an
February 6, 20 18 at 1:16 PM revealed that the
Tira drills were - «onducted via the front and back
doar exits. Ini arvew with the Guaiifled Mental

day at 2:10 PN revealed that the facility bad at
least five math »d of egress, Further intarview
with the QMRF revealed that there's an exdt
through the kit. han (Side Door) and exdt on the
upper level of ¢ 16 facllity lezding fo the back yard.
Further review >f the fire drill record revealed that
the side door ¢ <t and the exit on the upper level
had not been \ 3ed 2t loast quartetly on each
shift Thare w: s no avidence that evacuation
drills were helc under vareq conditions.

3508.6 FERSC NNEL POLICIES

Each employa. , prior ta amployment and

annuaily there: fter, shail provide a physician ' s

certification the t & heaith inventory has been

performed anc that the employes ' s heaith status

\évould allow hit 1 or her to perform the required
ufies. :

This Statute is not met as evidensed by:

Based on inter "{aw and resard review, the
GHMRP failed fo ensure that all staff had current
heglth certifica eg on file.

1 135

1206

Health Regulaton Adminlatais
STATE FORM
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CARECC 01
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D PROVIEER'S FLAN OF GCORRECTION (%)
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DEFICIENCY)

1 206

-1 392

Conlinued Frc m page 3

Tha findings i ol ide:

1. Review of 15 personnei fllas conductad on
February 8, 2( 0% at mpproximately 8:12 PM
revealed the ¢ HVIRP failed to provide avidencs
of currant ourr :nt health certificates for one staff.
(8 &)

3510.5(d) ST+ PI* TRAINING

Each fraining : regram shall include, but not be
limited 1o, the ol awing:

{2} Infection cu. ntral for staff and residents;

This Statute i not met es avidanced by:
Basad on racr o raview, the GHMRP failad 1o

hava on file fo review current traihing in first Aid .

and CPR for & nployees,
The findings i slude:

On Fabruary & 2008, review of personnel
recordsftrainin | records revealed that the
Tollowing atafft were without cumant First Ald and
CPR, or both,

1. Current CP - S i and S #18

3520.2(b) PRC FIESSION SERVICES: GENERAL
FROVISIONS '

Each GHMRP shall have available qualified
profassional si 3% {0 camy out and monkor
necessary prol assional interventions, In

&ccordance wi h tha goals and objectivas of every

individual habi! tation pian, 85 determined to be
neceskaly by | 12 interdisciplinary team. The

1208

|, The Humen Resourcss Director will cosy & Bat
Staff#4 has u current health certificare on fl:. 3{1{/4

file.
1382

| 17 The Humez Resowces Director will cnsu = that -
Staff#4 and #16 have evidence of curreat C1'R on J/;f/rf‘

eslth Regulafion Admimstrato:

STATE FoRM

e YLYG11
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1302| Cantimuad From page 4 ‘ 1392

prefassional : ervices may Include, but not be
limited to, the te services provided by individuals
trained, quall s, and licensed as required by
District of Co' 1mbia Iaw in the fallewing
disciplines or arzas of sarvicas;

{) Dentistry,

This Statute » 1ot met as evidenced by:
Based on o arvations, intendaw, and record
review, the G IMRP failed to ensure
comprehensl e freatmant services for the
malntenance f dentzi health far two of three
residents in U e sample. (Cliant #1 and #2)

The findings 1 1clude:

1. Raview of Resident #2's medical records on 1. The QMR will coordinat with the DC A
Fabruary 7, 2 Y08 at approxdmataly 11:04 AM Suppart Coordinator to acquire the prior
revealed a di ntal consult dated Swptember 19, suthorizarion required for Medicaid payme i for
2007. The ¢« neult was the follow up from the dental services on atimely basis, and thattie
October 3, 2t D6 dental appointment. The dentist N e O o Sl |
findings was ncderate calcults deposits and - Within the prior authorization perlod.
recommends | pafient neads scaling “will submit
I:re-autharizs ion o Medicald for approval"
ntarviaw with tha Qualifisd Mantal Retardation
Professional QMRP)Y and facility's Licensed
Practical Nur e (LPN} on Februmry 8, 2008 gt
approximatal ' 7:10 PM confirmed that Resident
#1 had not bl an back i the dentist since
Octobar 3, 20 06 almost a year later, The QMRP
stated that th : faclitty was still waiting for approval
for dantal ser /lcas (Scaling) and that she was
following up v 1t this issue, At the time of the
survey, the fr zility failed to provide evidence thet
Residant #1 1 sceivaq timely demtal services.
Thare was al. o no evidence of the facility's efforts
to asaist with tha obtainment of the
pra-aguthorza jon,
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2. OnFsbrua vy 5, 2008 at spproximaiely 3:26
PM Rusldont: 2 was observed ta have
discoloration | round his teeth, Review of
Rasidont#2's madical records on February 7,
2008 at appre draately 9:54 AM revealed a dental
consuit dated Jecembar 4, 2006. Ancording to
the consult, # 3 dentist recommended scaling due
heavy moder & calculys deposits, and indicated
sha"wlil subm ; ¢ re-authorization to Medleald for
appraval,” Fu ther record raview raveslsd
another denfa consult dated November 6, 2007.
According te 118 consult, there was slight mehility
with teath #10¢ and moderate cajculus deposits
noted. The de ntist racommended sealing and
“will submit pr sziuthorization 1o Madicaid for
approval.® Int niew with the Qualified Mente!
Retardation P ofessional (QMRP) and Tacllity's
Licansed Prac icat Nurse (LPN) on Fabnuary 8,
2008 at appro dmately 1:00 PM confimmed that
Resident #2 h 1d not besn back fo the dentist
since Decemt »r 4, 2008 almost a year ister, The
QMRP stated hat the facility was still waiting for

proval for d:nal services (Scafing) and that
she was follov ing up with this [ssue. At the time
of the survey, he facllity failed to provide
evidence that wgident #1 recsived timely dental
seirvices. The e was alse no evidencs of the
facility's effort: to assist with the obtalnment of
tha pre-authol zaitlan,

3520.2(d) PR(IFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRF shall have available qualified
profaesional § aff to camy out and maenitar
necessary pro assional mterventions, In
accordance w th the goals and ohjectivas of every
individual habl itation plan, as detsrmined fo be
necessaly by ha interdlgeiplinary team. The
professional § :hices may include, but not be

302

394

2,

See response to #1 above,

oo respouse 10 1042
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limited to, the: @ servicea provided by individuals
trained, qualifiad, and licensed as requirad by
District of Col mbia law In the fallowing
disciplines or . ireas of services;

(d) Nutrition;

This Statute | ; rot met as avidenced by;

The GHMRP - alled to ensure that qualified
professional s atf carried out and monitored
necassary pro ‘essional interventions, in
accordance w th clients needs, the goals and
objectives of ¢ very individiral habilitation plan, as
determined to be: necessary by the
interdisciplina 7 team.

The finding ine ludms:

On February ¢ , 2008 at appraximately 6:22 PM
Resident #2 w 13 served sweet potatoes, roasied
turkey bregst, xcllard greens, and water us his
beverage duri: g the dinner meal. The staff
preparing the ineal did not maasure the food
portions that v. az served to Resident #2,
interview with he staff at approximately 515 PM
revegled that [ lesldent #2 is on a spacial dist
Whan asked I ow do you know what amount, of
portiohs to givi: t> Resldent #2, the staff statad Y|
just know, I've brien doing this for a long tima.”
Raview of the :umant physisian‘s orders on
February 7, 2¢ J& at appraximately 8:64 AM
revealed that | .esident #2 was prescribed a 1800
Calorte low fat, low cholesterol, choppad diet.
Ravlew of the Jutrifonists assessment ravealed
that Residant 2 2 was prescribed a 1800 calore
low fa, low chi ilesterol, choppad diet, There WaE
na avidence th at the staff measured the faad
portians that v 3rs served to the resident in order
to meat his die Ia“y needs.
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3520.2(e) PR JFESSION SERVICES: GENERAL
PROVISION: ’

Each GHMR! * shall have avallable qualifieq
professionat . taff to carry out and monitor
necassary pr. fessiormal interventions, in .
accordance v itt| the goals and abjectives of evary
individual hat ilitation plan, as detsrmined to be
necessary by ths interdisciplinary team. The
professional * ervices may include, but not be
limited to, the se services pravided by Individuals
traihed, quall! ed, and licensed as required by
District of Col imibla law in the foliowing
disciplines or arsas of sarvicas:

(&) Nursing;

This Statute 3 ot met as evidenced by

The GHMRP ailed to ensurs that qualified
prefassional : taff camied out and monitored
necessary pr fessional interventions, in
accordance v it clients needs, the goals and
objectives of wary individual habilitation pkn, as
determined t. be necessary by the
Intevdiscipline -y taam for two of threa residents
inctuded in th : sample. (Rasident #2 and ¥3)

The findings i 1clude:

1. Grasarefe -3 322.1. Reviaw of Cllent #2's
current physk: ian's orders an February 7, 2008 at
approximatel: 9:54 AM revealed the client was
preseribed @ ' Carvical Collar™ a& part of his
adaptive aquiyment. Intarview with the faclity's
Licensed Pir tical Nurse (LPN) and Qualifieg
Muntal Retar: glion Profassional (QMRP) on
February 8, = )08 at approximately 10:00 AM
revealad that the client should wear the cervica)
collar during | adime only. Review of Client #2's
Individual Su; port Plan (iSP) amended

| 385
1335

1. The QMRP will ansins ¢ thar the purpdse —
recommendations and length of time the clisnt
should use the corvical callar is clearly stat . in his
ISP, The QMRP will ensure that the staffrsceive
tralning on how to implement and documer ¢ the
. u5e o the cervical collar, and that the nursiag staff
| bave 8 protocol for monitoring the impleme ntatjon
of the neck support.

b5
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December 2C 2007 under the sactian entitled
"My assietive Jevices”, revealed that the cervical
collar I= ip be worn at badtime and whan ih tha
facility, Furth :r Interview with the QMRP
reveziad that he client will not wear tha collar
inslde the faciity. He will take it off. The QMRP
stated that it v -as her mistake of not add ressing
this issue to t e Interdisciplinary Team (I0T) this
past ISP and )aving siaff to document his
refusals to we ar the collar while in the fecility.
Review of the, Physical Therapy assessment
dated Octobe 12, 2007 failed to reflect the
purpose, rece. nimendations and length of Ume for
the Lae of the collar, The assessment failad to
provide Instru stions for diract care staff to ansure
appropriate I plamentation for this prescribad
supporl. Fur her roview falled fo revealed that g
protocol had | =en developed by the nursing staff
and that no d: cumentation was avallable tg
supportthe n reing staff monitoring of the
implementatic n of this neck support for Cllent #2.

2 Croes refe 'to 322.2. The facility failed to
ensure that C lent #3's soft hand aplints wers
wr%rn in accor latce with the currert physician's
orders,

3521.3 HABII (TATION AND TRAINING

Each GHMRF shall provide habilitation, training
and assistanc 3 in residents In aceordanca with
the resident ' i 1dividual Hebilitation Plan,

This Statute 13 not met as svideneed by:
Based on ohs srsaton, intarviaw and record
review, the fa dlify fafled to Implement programs
2s outlined in +ha Individual Pregraim Plans
(IPPs), for on rof threa cllants included in the
sample. (Recdant#3)

1395

1422

12, The QMRP will ensure thar the RD and staff arc
vained on the physician’s ovders on the usc of the
splints, and ensure that siall implement tha orders
a5 writren,

sottbr

The QMRP will cnsure thar stafT in the resi lence
are effoctively trained in inplementing clieit#1's
IPPs, mnd thar residential staff cnsure that lie is
encouraged w improve his self mumagemer ¢ skillg.

J,é‘{/‘f
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Tha finding in :lutos:

On Fabruary !i, 2008 at approximately 6:22 PM
Resident #1 v as sarved swest potatoes, roasted
turkey breast, collard greens, and beverage
pureed during h's dinner meal. The resident was
obsarved 1o r: ceive total assistance from his 1:1
staff pergon. nisrview with the 1:1 staff revealsd
that the client is totally dependent with feeding
and his ADL - kills. Observatiana of the (unch
meal at the d: y program on Fabruary 8, 2008 at
12:11 PM the ragident was served mixad
vegetabla, ba 191 fish, and wheat bread puraad,
Tha assigned 1:1 staff was observed to fead
Resident#1 v Ith hand over hand assistance an
encourage hir 1o raise the spoon flled with food
to his mouth ¢ uring the entire masl. Intarview
with the 1.1 &' afY at the day program revealsd that
she was train d to faed Resldent #8 with hand
ovar hand @erisiance. The 1:1 staff further
revealed that wsident#5 has an objective to
ralgs his spoc 1 with foad to his mouth with hand
over hand as: stance. Review of Resident #1's
Individual Pro jram Plan (IPP) dated January 24,
2008 on Febrxy 7, 2008 at epproximataly 2:11
PM ravealsd - rrogram that stated “with hand
aver hand gs: istance, the ofient will raise hls
spoon filled w th foed i his mouth three imes
with 100% ac: uracy for 6 consecutive months.”
There was n¢ evidence that the Resident £1 was
afforded tha c szortunity for self-mansgemsnt and
encourage to articipate in his programs during
the dinnar me: 3l on February 5, 2008.
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